Objectives: To examine nursing staffs' geriatric knowledge, perceptions about interprofessional collaboration and patient-centred care, and perceived learning needs related to working with hospitalised older people.
to illness and/or hospitalisation, are not well supported in hospital environments characterised by a focus on treating illnesses but not supporting functional or social needs (Hunter & Parke, 2014; Dahlke, Hall, & Baumbusch, 2017; Baumbusch, Leblanc, Shaw, & Kjorven, 2016; Covinsky, Pierluissi, & Johnston, 2011; Parke & Chappell, 2010) . Moreover, economic constraints of hospital environments contribute to equipment and workload pressures, which mean that nursing staff (the profession present around the clock) are often working with high numbers of older patients and few resources (Dahlke, Phinney, Hall, Rodney, & Baumbusch, 2015; Dahlke et al., 2017; Dixon-Woods, Suokas, Pitchforth, & Tarrant, 2009 ). These pressures may increase the likelihood of functional decline (i.e., decreases in the ability to independently carry out activities of daily living) in older people (Zisberg, Shadmi, Gur-Yaish, Tonkikh, & Sinoff, 2015; Zisberg et al., 2011) .
Given the complexity of the health and social needs of people as they age, it is essential that healthcare professionals are equipped with the appropriate knowledge and skill to meet their needs. Yet, international research has identified that nurses' knowledge about working with older people is inadequate (Fox et al., 2015; Cooper et al., 2017; Roethler, Adelman, & Parsons, 2011) . Therefore, "nurses fail to recognize geriatric syndromes, they resort to practices that undermine patient functioning, thereby putting them at risk for functional decline and iatrogenic complications" (Fox et al., 2015, p. 71) .
For example, when older patients experience delirium (a medical emergency), nurses who lack gerontological knowledge do not recognise it as such and tend to sedate, restrain or avoid mobilising these patients to keep them safe; these actions can result in functional decline, further adverse hospital events which prolong hospitalisation (Boltz, Resnick, Capezuti, Shuluk, & Secic, 2013; Dahlke et al., 2015; Dahlke et al., 2017; Kjorven, Rush, & Hole, 2011; Thornlow, 2009; Zisberg et al., 2011) .
Nurses make up the largest group of healthcare professionals (WHO, 2016) . In 2016, there were 20.7 million practising nurses around the world (WHO, 2016) . Nurses work in teams consisting of nursing staff with varying educational background and scope of practice. In this study, we refer to nursing teams that include regis- (HCAs) who are unregulated healthcare workers that receive 3-6 months of education focusing on meeting basic physical needs (Hewko et al., 2015) . As unregulated employees, HCAs work under the direction of licensed nurses (RNs and LPNs). Worldwide, nursing practice with hospitalised older people has changed in recent years.
The tasks that RNs previously performed have been shifted to less educated personnel to manage within the economic pressures under which healthcare institutions operate (Dahlke et al., 2017; WHO, 2013) . As a result, nursing teams are increasingly composed of fewer RNs, and more LPNs and HCAs (Dahlke et al., 2015) , despite evidence that higher proportions of RNs on nursing teams are associated with lower rates of patient morbidity and complications (Aiken, Sloane, Bruyneel, Van den Heede, & Sermeus, 2013; Dubois et al., 2013) .
Nursing teams working with hospitalised older people also work within interprofessional teams. For over 20 years, healthcare practices have promoted interprofessional collaboration as a means to deliver safe, efficient and effective care (Fox & Reeves, 2015; Johansson, Eklund, & Gosman-Hedstrom, 2010; Paradis & Reeves, 2013) . Interprofessional collaboration has been defined as the interactions between two or more professionals for the purposes of exploring and solving patients' issues and engaging the patient as much as possible (Herbert, 2005) . There is an evidence that interprofessional collaboration is associated with improved patient outcomes and reduced errors, increased quality of care and improved patient safety (Havig, Skogstad, Veenstra, & Romoren, 2013; Kalisch & Lee, 2010; Kurowski, Gore, Buchholz, & Punnett, 2012; Martin, Ummenhofer, Manser, & Spirig, 2010) . Sidani et al. (2014) define patient-centred care as care that is holistic, collaborative and responsive to patients' needs. Older people and their families value patient-centred care as it demonstrates consideration of the unique characteristics of the older person (Dahlke, et al., 2018) . To provide patient-centred care, which is considered the hallmark of quality care for older people (Dahlke et al.) , interprofessional collaboration is essential. Yet, there are challenges to this collaboration. These challenges include diverse professional knowledge and identity (Baxter & Brumfitt, 2008) , professionals' routines that differ from one another (Duner, 2013; Elissen, van Raak, & Paulus, 2011) , insufficient time (Fox & Reeves, 2015; Reeves et al., 2009) , professional hierarchies and power differentials (Foronda, MacWilliams & McArthur, 2016; Goldman et al., 2018) . Moreover, hospitals have complex social, political and economic environments that challenge interprofessional collaboration (Essen, Freshwater, & Cahill, 2015; Fox & Reeves, 2015; Rowlands & Callen, 2013) . Scholars agree that interprofessional collaboration requires effective patterns of communication, coordination and leadership support (Manser, 2009; Mickan & Rodger, 2005) . Research has also What does this paper contribute to the wider global clinical community?
• Although survey measure may indicate that nursing staff have moderately high geriatric knowledge, interview data reveal knowledge gaps in caring for hospitalised older people.
• Nursing staff face significant challenges managing the responsive behaviours of older patients with cognitive impairment and resort to chemical and physical restraints to manage them.
• Influences of nursing staffs' ability to provide patientcentred care within the context of interprofessional teams is not well understood.
identified the need for institutional support for the provision of patient-centred care (McCormack et al., 2011) .
Taken together, evidence suggests that nursing staff need to collaborate with other professionals working with hospitalised older people to provide care that is patient-centred and grounded in gerontological knowledge and evidence. Institutional support is required to optimise nursing practice with the ageing population.
Thus, the purpose of this study was to examine nursing staffs' perspectives on collaborating with other professionals in the provision of patient-centred care, and their learning needs related to working with hospitalised older people as members of interprofessional teams. This study is the first phase of a larger study from which an educational intervention was developed, implemented and evaluated.
| ME TH ODS

| Design
This study used a convergence model of triangulation mixed methods design whereby quantitative and qualitative findings are analysed separately and then compared and contrasted during the interpretation phase of the research (Creswell & Plano Clark, 2007) . 
| Research questions
| Sampling
After ethical approval from the university and the participating hospital in Western Canada, nursing staff from three acute medical units were recruited via posters, information sessions and email. All RNs, LPNs and HCAs who worked part-time or full-time on any one of the three units were eligible to participate. The staffing of the combined units (the eligible pool of participants) included 24 RNs, 21
LPNs and 37 HCAs, for a total of 82 nursing staff over the three units.
The managers of the three units forwarded the researchers' email invitation explaining the study and inviting participation in the survey. Reminder emails were sent at two-week intervals for 6 weeks, for a total of three reminder emails to maximise response rate (Dillman, Smyth, & Christian, 2014) . Participation in the survey portion of the study occurred when individuals clicked on an electronic link in the email. The link sent them to a secure server at the university of record. Participation in the survey was considered consent.
The lead researcher also conducted participation sessions on the units during which the study was explained and nursing staff's questions were answered. Individuals interested in responding to the survey clicked on a link sent to all staff via email. Individuals interested in participating in an interview contacted the lead researcher. The lead researcher met with all of the participants for interviews at a mutually agreed place away from their work units. Prior to beginning the interview, participants were given the opportunity to ask questions about the study and their signed consent was obtained.
| Survey
The survey included three measures: The Knowledge About Older Patients Quiz (KOP-Q) (Dikken, Hoogerduijn, Kruitwagen, & Schuurmans, 2016) , the Modified Index of Interdisciplinary Collaboration (MCCI) (Oliver, Wittenberg-Lyles, & Day, 2007) and the patientcentered Care measure (PCC) . The KOP-Q is a validated 30-item, true or false measure, which has demonstrated the ability to discriminate between nursing staff with various levels of knowledge (Dikken et al., 2016) . The Kuder-Richardson Formula (20) for the study sample was 0.6 indicating reasonable internal reliability (McGahee & Ball, 2009 ).
The modified MIIC has 42 items with 5-point Likert-type responses ranging from 1 to 5 to assess aspects and levels of interprofessional collaboration (Oliver et al., 2007) . The first of the four subscale measures Interdependence and Flexibility, the second Newly Created Professional Activities, followed by Collective Ownership of Goals, and Reflection on Processes (Hong, Bainbridge, & Seow, 2015; Oliver et al., 2007) . The final scale score is derived by taking the mean of the responses; higher scores correspond to higher levels of perceived interprofessional collaborative practice. The Cronbach's alpha coefficient for the MIIC measure in the study sample was 0.91, indicating high internal consistency.
The PCC measure is a validated 20-item Likert-type scale that has three subscales: Holistic, Collaborative and Responsive Care . Response options that range from not at all (0) and very much so (5). The final scale score is derived by taking the mean of the responses; higher scores correspond to higher levels of patientcentred care. The scale demonstrated internal consistency reliability in the study sample (α = 0.85). 
| Interviews
| Data analysis
Missing data were handled by listwise deletion, and descriptive statistics were used to examine the average standing and distribution on all variables. Data were further examined to identify the types of questions that participants scored low on and those that they scored high on. Qualitative data were analysed using qualitative content analysis, to provide a description of the phenomena whereby the researcher is situated in close proximity to the data and focuses on both subject and context (Graneheim, Lindgren, & Lundman, 2017; Graneheim & Lundman, 2004; Sandelowski, 2000) . The researchers identified similarities and differences within codes and categories to develop themes that explained nursing staffs' learning needs as well as their descriptions of their context. All qualitative data were initially read by SD, KH and KN to obtain a broad idea of the data. Next, a coding framework was used to identify key codes from the first five interviews, assign definitions to these codes and leave open the possibility of new codes being identified in the remaining interviews. The coding framework was later truncated, and codes were then collapsed into categories (Graneheim & Lundman, 2004) . Once all data had been coded, similar codes were grouped into categories, subthemes and themes (SD, KH) (Graneheim & Lundman, 2004; Graneheim et al., 2017 ) (see Table 1 ). An iterative process among the researchers contributed to the development of final themes and categories. The qualitative findings and quantitative results were compared and contrasted during interpretation by the entire research team.
| Rigour
Credibility was enhanced by the attention researchers paid to analysis as illustrated by Table 1 . Participants were asked about the learning needs that had been mentioned by other participants, using member checking (Wolf, 2012) . We attended to transferability and dependability by maintaining an audit trail of our decisions made during data collection and analysis (Lincoln & Guba, 1985; Wolf, 2012) . Confirmability was promoted through maintaining a reflexive stance about our inquiry and by comparing our findings with the literature about nursing practice with hospitalised older people (Creswell, 2009; Creswell & Plano Clark, 2007) .
To ensure the rigour of our mixed methods approach, we used Eckhardt and Devon's (2017) "MIXED framework." We described our method. We addressed inference by involving all researchers in data analysis and ensuring that findings clearly reflected the data.
The expertise criterion was satisfied by our research teams' knowledge and skill with the survey tools and data analysis methods. The evaluation criterion was attended to through our attention to trustworthiness, and our inclusion of a framework to evaluate mixed methods. At last, we addressed design choice by articulating how the triangulation convergence model was employed.
| FINDINGS
In total, 22 of 82 (26%) nursing staff responded to the survey.
Data quality was good with few missing data points. The mean (SD) score of the KOG-Q measure was 22.95 (of a possible 30) (2.80), indicating a moderately high level of geriatric knowledge.
Within the KOG-Q, all of the participants answered five of the 30 statements correctly and in five other statements 50% or more of participants answered incorrectly (see Table 1 ). When comparing the two clusters of statements, it appears that nursing staff scored highly on statements concerning the pathophysiological care of older patients but scored poorly on statements concerning the cognitive function, needs and abilities of older patients.
The mean (SD) MIIC score was 3.86 (of 5) (SD = 0.98), indicating a moderately high level of interprofessional collaboration. Participants' highest scores were related to using professionals in other disciplines, believing that teamwork was important, and that collaborating with other professionals was part of their job; yet, their lowest scores were related to discussing roles and strategies to improved working relationships (Table 2 ).
The PCC mean (SD) score was 3.75 (of 5) (SD = 1.30), indicating that nursing staff perceived they provided a moderately high level of patient-centred care. Nursing staffs' highest scores (4.5-4.8 of 5) were related to holistic care, and their lowest scores (2.14-2.68 of 5) were related to responsive care (Table 3) .
Fourteen nursing staff (nine RNs, four, LPNs and one HCA) participated in seven individual and three group interviews. Analysis of the interview data reflected nursing staffs' perceptions about hospitalised older people as a complex vulnerable population, the clinical care concerns of working with older people and working as a team (see Table 4 ).
| Complex, vulnerable population
Participants identified that hospitalised older people were a complex, vulnerable population and identified challenges in working with them in the context of a system where care of older people was not a priority and there was under-resourcing in both staff and equipment/ supplies.
| Workload
A strong subtheme was that nursing staff did have not enough time and or people to provide patient-centred care. Nurses described their work as "heavy" because older people required much assistance with activities of daily living (e.g., mobilising), had comorbidities and exhibited responsive behaviours. The perception of being under resourced led one participant to suggest that care for older people is "…not really a priority,…we don't have some of the resources (Zoe, RN)" that are needed. Participants voiced the need for more HCAs, to provide the hands-on care that would allow nurses to administer medications without as many interruptions.
"There's not enough front-line staff. Most of the work is lifting, washing, changing and at the same time, we need to be concentrating 100% of the time, because we give meds. It has to be very accurate and very careful (Sam, LPN)." Providing physical care as well as other more complex nursing tasks challenged the nurses' ability to provide as careful attention as they believed was required. In addition to more HCAs, participants also saw the need for more availability by other healthcare disciplines such as occupational therapists, physiotherapists, recreational therapists and social workers, especially on weekends when there was only emergency coverage for these disciplines.
Participants also identified a lack of equipment and supplies needed to provide older patients with adequate care. Joy (LPN) wanted "booties….the non-slip" believing they could aide in safe mobilisation of older patients. Participants noted that basic supplies such as bedpans were also hard to find. "There is an issue with supplies, and they know it, and they are working on it" (Peg, RN). Other equipment used to mobilise older patients was also either missing or in disrepair identifying a need for a "process to keep things new"
(Beth, LPN) so that nursing staff were supported to provide patientcentred care. Lack of supplies led nursing staff to search on other units for missing equipment, taking time away from their older patients.
Nursing staff felt torn between providing quality care and managing the needs of all patients on the unit. One participant summed up the sentiment that many participants discussed. "You have to balance between quality of care and quantity when it's too many patients (Sam, LPN)." Participants identified that the constant demands of trying to meet the needs of older patients with inadequate staffing, and resources were wearing. One participant noted that it she was tempted to "take a stress day, because you're just worn-out (Beth, LPN)." Nursing staff believed their workload affected how they communicated (with each other, patients, families and other professionals), their ability to mobilise older patients and attend to their continence needs and behaviours.
| Complex vulnerable population
Participants described older patients as particularly vulnerable because of comorbidities, which put them at risk of hospital-acquired functional decline such as immobility or incontinence. The following participant summed the complexity of the ageing population that many other participants shared. Staff believed that more staff were required if they were to adequately provide rehabilitation. In addition, as older patients were staying longer on the units, they were developing close relationships with some of the nursing staff, transferring to another health care institution was difficult for the older person.
In conclusion, adding to the complexity of working with older people were the limitations of the physical space within which care was delivered. Beth (LPN) explained that this prevented options such as setting up a "delirium watch room" to more closely watch patients or end after delirium watch room. By relocating these delirious patients to a separate room, other patients could rest and sleep, 
| Clinical care concerns
Participants shared how they managed older patients' health concerns that arose in the context of working within a hospital environment. Issues discussed were use of restraints, mobility, incontinence and managing patients with cognitive impairment.
| Use of restraints
Prominently featured in participants' stories was the use of restraints-physical and chemical. Nursing staff reported that restraints were considered when older patients' behaviours interfered with the medical plan or were problematic within the hospital environment. These behaviours included, but were not limited to, pulling out tubes or lines, wandering, or disrupting the unit by continuously calling out for help. Participants maintained that they did not resort to physical restraints casually, but as a last resort to support "no restraint" policies. Some of the common strategies employed prior to resorting to restraints included moving the older patient's bed closer to the desk to facilitate close observation by nursing staff, using a bed/chair alarm and/or arranging for a volunteer to keep the patient occupied. Sue (RN) identified that physical restraints were considered after nursing staff had "tried everything," which included requesting a paid employee called "patient watch" to provide one-on-one observation of older patients with challenging behaviours. Unfortunately, patient watch was not always available, had to be approved by the manager and was often only approved for extremely violent patients.
Participants identified that medications were often used to manage responsive behaviours in older patients because medications were viewed as less harmful than were physical restraints.
Indeed, a number of participants discussed weighing the relative harm of physical restraints. The following participant explains the dilemmas related to nursing staffs' capacity to manage perceived risk of harm and highlights differing perspectives on managing these risks.
We do need a restraint, to help minimize a patient's risk.
We have a gentleman who's pulled out his catheter a couple of times, and a feeding tube several times….Even though we don't want to use them, I also can't hover over him and knock his hand away when he goes to reach for the things. (Zoe, RN)
There was disagreement among participants about whether or not physical restraints promoted patient safety. Although some participants strongly believed that the "no restraints" policy served their older patients, others were concerned about the potential for patient or staff injury. For example, Louise (RN) argued that caring for patients with dementia was "challenging, still, but it can be done without physical or chemical restraint." On the other hand, another participant identified how restraints were viewed as a tool to promote safety. "We don't want to tie everyone down to the bed, but in some cases, when they're at harm to themselves or other patients, Participants believed that in these types of situations, the inability to tie the patient's hand so that he could no longer pull the catheter out, increased their workload and created complications for the older patient. As one participant explained.
When you have the same patient pulling out his catheter four times within a day or two and creating trauma with the fact that he's bleeding, and then we have to be the one doing the two-hour bladder irrigation, that if, if one hand were just restrained, we wouldn't have …all this trauma and blood. (Joy, LPN)
Participants believed that in these types of situations it was important to discuss their available resources with the physician because a "no restraints" approach often required additional nursing staff. It seemed that restraints were viewed as a way of managing work without additional nursing staff. Participants suggested that both physical and chemical restraints were less necessary when they had "patient watch" staff who could sit with the older patient exhibiting responsive behaviours.
As physical restraints were understood to be a questionable practice that required a physician's order and physicians were more likely to order chemical restraints, chemical restraints were used more frequently. As one participant explains "We can't just restrain somebody without (an) order, or somebody would tell us to maxi- To support their knowledge about proper use of restraints, participants voiced the need for additional education for everyone on the nursing team, about how to "handle" (Beth, LPN) older people exhibiting responsive behaviours. As HCAs "don't have the training in their background to really understand it, and they're the ones that deal with our patients the most (Beth, LPN)," it was important to include them in education about managing responsive behaviours. It seems that restraint use was related to staffing resources, beliefs about reducing risks of harm to older people, preferences of nursing staff and physicians, and a knowledge deficit about medications and how to manage responsive behaviours.
| Mobility
There was disagreement among participants regarding nursing staffs' role in mobility assessment and in mobilising older patients. Some participants suggested that a lack of knowledge and confidence in assessing mobility inhibited nursing staff in mobilising new patients prior to their assessment by a physiotherapist. In other words, not all nursing staff embraced mobilising as part of their responsibilities. 
| Continence
Along with mobility, participants cited workload as a factor that affected their ability to toilet older patients. Participants admitted to offering the bedpan or instructing patients to be incontinent in their disposable briefs. One participant explained that "when people ask for bedpans, we'll give them, but obviously we're not going to take a lift patient. You just have to be incontinent (Sue, RN)." It seemed that the time it would take to use a mechanical lift to toilet an older patient in order to promote continence was not seen as possible within the existing workload.
Participants questioned the contradictory approach of using sedation to promote sleep and continuing the unit routine of waking patients up every two hours to check for incontinence and change disposable briefs. We do "It's funny, because we give them imovane, trazodone to put them to sleep and then we will wake them up every two 
| Managing patients with cognitive impairment
Almost all of the participants wanted more education about the presentations and management of dementia, delirium and responsive behaviours. In a specific manner, participants requested more infor- 
RN)
Indeed, Zoe (RN) added that being informed about "a few strategies for dealing with" responsive behaviours might mean that she and her fellow nurses would not choose a medication-based option so quickly. Participants voiced how taxing it could be to care for older patients exhibiting responsive behaviours.
| Working as a team
Participants agreed that it was necessary to work collaboratively Thus, the charge nurse role was seen as essential to communicate the nursing team's perspectives about patients to the physician and, to convey the physicians' plan for the patient back to the nursing team. Although participants described the necessity of the charge nurse valuing of all nursing team members' views about patient care, they recognised that the charge nurse had to make the final decision about what information needed to be shared to other professionals. If the nursing team was knowledgeable about the plan, they were better equipped to answer older patients and their families'
| Communication
questions. Understanding what was going on with older patients could enhance the nursing teams' ability to provide patient-centred care.
Participants explained that there were also gaps in communication within the nursing team. Sometimes, the communication gaps 
| Team conflict
| DISCUSSION
Despite moderately high scores in validated assessments of knowledge, interprofessional collaboration and patient-centred care, nursing staff reported significant gaps in their knowledge about working with older people, difficulties in interprofessional collaboration, and in providing patient-centred care. Nursing staff identified gaps in their knowledge about cognitive impairment, responsive behaviours, continence and mobility, notwithstanding the difficulties relating to staffing. This was substantiated as over 50% of participants' scores concerning cognitive function, needs and abilities of older patients were incorrect in the KOG-Q. Similar to other authors, we found gaps in nursing staffs' knowledge about how to best work with older people (Fox et al., 2015; Cooper et al., 2017; Roethler et al., 2011) .
Participants in this study perceived a lack of importance of the care for older people within their institution, yet they indicated an interest in learning more about working with them.
In terms of interprofessional practice, nursing staff reported communication issues with physicians; yet, they identified daily "rapid rounds" with the interprofessional team as facilitating communication and collaboration. It appears that other than this daily meeting, communication with the interprofessional team was the charge nurses' responsibility with nursing and interprofessional team members completing their work in parallel-independently of other professionals, a way of working previously described (Perreault & Careau, 2012) .
Nursing staffs' scores on the MIIC revealed beliefs that interprofessional work was part of providing patient-centred care and part of their job. Yet, they scored low in items that reflect spending time discussing roles and strategies to work together. It is unclear if these low scores were a reflection of lack of time to discuss team processes or if there were other factors impeding these types of conversations. Overall participants rated holistic care as an area within patientcentred care that they felt comfortable addressing. Yet they rate their ability to alter treatments to fit with patients values and lifestyles much lower, indicating they either felt they had little power to alter this aspect of care, or perhaps they had a limited understanding of the patient's preferences. Incorporating patients' preferences in care have been shown to improve both patient outcomes and care
providers' satisfaction (Moore, Titler, Low, Dalton, & Sampselle, 2015) . We do not understand the processes in place at our study site for identifying patients' preferences; lack of such information could affect the nursing staffs' ability to provide this aspect of patient-centred care. In addition, our participants cited a lack of resources, which hampered their ability to provide patient-centred care. Other researchers have similar findings (Dahlke & Phinney, 2008; Kjorven et al., 2011; McCarthy, 2003) . Staffing and material resources contribute to nursing practices related to decision-making about care (Dahlke et al., 2015; Dixon-Woods et al., 2009; Kalisch & Lee, 2010) .
Participants in this study frequently talked about the functional needs of older patients from a task orientated perspective. For example, they discussed staffing gaps and cited the need for more HCAs, who would be able to do more tasks, while they gave out medications. There was a lack of insight around the process of maintaining or restoring patient function. The task-focused approach was also noted in their perceptions of behaviours as "problems" rather than as responsive behaviours which might communicate a physiological or environmental need (Dupuis & Luh, 2005) . This reflects the strong focus on resolving patients' health problems in hospitals that direct nursing staffs' attention away from understanding and addressing the functional concerns of older people (Parke & Hunter, 2014) . Perceiving behaviours as problems interfering with getting tasks done could also explain why managing behaviours associated with dementia was the most frequently identified learning need.
Time pressures led to practices such as chemical and physical restraints to manage behaviours, or not fostering mobility or continence. These actions contribute to functional decline in older people, who then become more dependent on nursing staff (Dahlke et al., 2017; Dahlke et al., 2017; Baumbusch et al., 2016; Boltz et al., 2013) . Adoption of function focused approaches to care encourages the optimisation and maintenance of older people's functional abilities (Galik, Resnick, Hammersla, & Brightwater, 2013; Resnick, Galik, Gruber-Baldini, & Zimmerman, 2011) . Nursing practices that operationalise care into tasks rather than addressing functional needs of older people are not patient-centred and may prevent maintaining or regaining prehospital level of function. Overall, it seems that having a moderately strong knowledge base is not enough for nursing staff to provide high quality, patient-centred care and do so within interprofessional teams. Rather, the context of the workplace contributes to nursing staffs' ability to attend to older people's functional needs through a patient-centred and interprofessional approach.
| IMPLICATIONS
Despite moderately high objective test scores on geriatric knowl- 
| LIMITATION S
The small number of participants and single setting in this study limit the generalisability of the data. A lack of demographic information prevented a clear understanding of the profile of staff replying to the survey but, given moderately high scores on the quantitative assessments, we believe it is unlikely that HCAs completed this survey. Nursing staff could have over-stated their performance as being patient-centred because they recognise this is an approach that is valued within health care. Some of the interviews were group interviews. It is possible that participants did not provide their full opinions in front of their colleagues.
